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The testis starts to descend gradually at 8e15 weeks of
gestation, stays near the internal inguinal ring until the 7th
month of gestation, and finally passes through the inguinal
canal to reach the scrotum near birth.1 An undescended
testis can usually be found along the route of descent, which
extends from the lower pole of the kidney, via inguinal
canal, to the entry of scrotum. When an undescended testis
migrates away from its normal route of descent, it is
referred to as an “ectopic testis”.1 An ectopic testis lodged
in the preperitoneum or abdominal wall is rarely reported in
the literature, and it is usually associated with certain
events.2e5 We present an infant with an ectopic testis un-
derneath the anterior abdominal wall. This testicular ecto-
pia could be linked to an event of fetal peritonitis.2. Case report
A male infant had an antenatal history of fetal ascites with
echogenic bowel loops found by ultrasound at 22 weeks of
gestation (Figure 1A). Screening for fetal infections including
toxoplasmosis, rubella, cytomegalovirus, and herpes simplex
virus was unrevealing. The ascites resolved spontaneously at
26 weeks of gestation, leaving hyperechogenic bowel walls in
the abdominal cavity (Figure 1B). The infant was born pre-
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calcificationat theupper abdomen (Figure 1C), suggesting the
occurrence of previous fetal peritonitis, whichwasmost likely
caused by meconium spillage. However, generally, the infant
did well with uneventful oral feeding. The neonatologist
noticed his empty right scrotumwithout any palpable testis in
the inguinal area, lower abdomen, or perineum. At the
outpatient follow-up, the right testis remained impalpable at
the age of 11 months. Ultrasound examinations failed to
detect the right testis in the retroperitoneum and inguinal
area. Then, hewas referred to a pediatric surgeon for surgical
exploration of impalpable right testis.
Laparoscopicexploration revealed adhesionof small bowel
loop to the underside of the right upper abdominal wall
(Figure 1D), but it failed to uncover the right testis in the
retroperitoneal area. The right vas deferens was later iden-
tified to emerge from the retrovesical area. It moved over the
external iliac vessels, passed by the internal ring, and then
curved cranially toward the underside of the right upper
abdominal wall (Figure 1E), where the right testis was
adherent to the small bowel loops (Figure 1D). The right testis
was first detached from the adjacent small bowel loops using
electrocautery. Dissection proceeded by incising the perito-
neum to free the vas deferens and identify the right testicular
artery that arose from the abdominal aorta. The oval-shaped
right testis had a maximum length of about 10 mm, without
epididymis malformation. It was successfully repositioned in
the right scrotum by laparoscopic one-stage Fowlere
Stephen’s technique after sacrificing the right testicular ar-
tery. The patient had an uneventful postoperative course. At
12-month follow-up after orchidopexy, the fixed right testis
was viable andmeasured 11mm 4mmby sonography,which
was comparable to the size of the left testis (12 mm 6mm).y Elsevier Taiwan LLC. All rights reserved.
Figure 1 (A) Antenatal ultrasound at 22 weeks of gestation showed fetal ascites (arrow). (B) At 26 weeks of gestation, ascites
resolved, leaving hyperechogenic bowel walls (arrow). (C) After birth, a plain abdominal film revealed intra-abdominal calcifi-
cations (arrow) as the only radiographic evidence of previous fetal peritonitis. (D) Laparoscopic exploration revealed small bowel
(b) adhesion on the underside of the right upper abdominal wall. The right testis (t) was adherent to the small bowels (b). (E) Vas
deferens (arrows) moved toward the ectopic testis (t) underneath the right upper abdominal wall.
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Impalpable testicles account for about 20% of undescended
testis,6 and they are most often located in the retro-
peritoneum. The failure to detect an impalpable testis by ul-
trasound, computed tomography, or magnetic resonance
imaging is not sufficient to jump to a conclusion of anorchia.
Prior to the advent of laparoscopic surgery, there had been no
shortage of reports pertaining to the missed diagnosis of
anorchia following conventional retroperitoneal exploration,
which ended up with 8e10% risk of testicular malignancy later
in the patient’s life.7 As for an intra-abdominal testis moving
away from its normal path of descent, the superiority of
laparoscopic explorationcouldnotbeoverstated in identifying
amissing testis by tracing its vasdeferens fromthe retrovesical
region, thereby avoiding a missed diagnosis of anorchia.
The reported sites where an ectopic testis might be
located included the perineum, opposite scrotum, pubo-
penile or femoral region, preperitoneal area,2 or abdominal
wall.4,5 The deviation of a testis from its normal descent
route to the anterior abdominal wall is inexplicable in the
embryological sense. This highly aberrant ectopia had been
ascribed to spigelian hernia that trapped a testis,4 or to
neonatal suppurative omphalitis that forcefully dragged the
testis upward during subsequent healing process.3 Fetal
peritonitis in this patient caused extensive small bowel
adhesion to the right upper abdominal wall. Based on the
absence of any abdominal defect and omphalitis in associ-
ation with the aberrant route of vas deferens, it is
conceivable that the testis was trapped by the bowel and
pulled cranially toward the undersurface of the right upper
abdominal wall where massive bowel adhesion was noted.
Thus, the mechanical traction of adhesion from a prenatalevent of fetal peritonitis might contribute to this highly
aberrant ectopia of the testis.
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